In this article, we describe and evaluate the Buddy Program, which was designed to enhance the wellbeing of nursing home residents. The Buddy Program was derived from the natural helping network model used in the community treatment o f mentally ill persons. As long-term care is targeted for reductions in public funding (Bartels, 1998; Dao, 1998) , it is critical for nursing homes to develop low-cost innovative approaches for addressing the needs of their residents, many of whom experience substantial mental health problems.
Approximately two thirds of nursing home residents suffer from dementia (Kim & Rovner, 1995) , and the prevalences of depressive symptoms, psychoses, and serious behavioral disturbances are estimated to range from 30-50%, 20-40%, and 2 3^1 % , respectively (Streim, Rovner, & Katz, 1996) . Although both demented and nondemented nursing home residents suffer from emotional and behavioral problems, those with cognitive impairment tend to exhibit more of these problems (Streim et al., 1996) . Their behavioral difficulties, combined with their intellectual deficits, often create friction and tension with nondemented resi-dents. Special care units for dementia have been a rapidly expanding segment of the industry; such units represent one of the popular ways for addressing needs of dementia patients and reducing friction between the demented and nondemented patients (Sloane, Lindeman, Phillips, Moritz, & Koch, 1995) . However, such units are very costly and will be beyond the economic capabilities of most medium-and small-sized nursing homes (Mehr & Fries, 1995) . Moreover, there has been relatively little research evaluating the effectiveness of special care units, and some of the extant data are equivocal (Sloane et al., 1995) . Thus, alternative means for addressing the needs of dementia patients must be considered.
Over the past two decades, community organizers and mental health workers have increasingly recognized the importance of informal support networksboth naturally occurring and created-in the care of older persons in the community (Biegel, Shore, & Gordon, 1984; Froland, Pancoast, Chapman, & Kimboko, 1981; Pancoast, Parker, & Froland, 1983; Sauer & Coward, 1985) . In some instances, key individuals have been found who provide a variety of emotional and material supports (e.g., food, transportation, chores) to many persons in the community. Other studies have recognized the value of neighbors and kin in providing a host of supports that might ordinarily be provided by professionals (Antonucci, 1990) . Another approach has been for professionals to work to strengthen existing informal networks or to create new networks (Cohen, 1991) . For example, in the Compeer model, which was developed in Rochester, New York, volunteer community persons are matched with persons recovering from mental illness (Stroul, 1986) . The basic goal is to generate caring, supportive relationships between clients and community volunteers. The relationship between the volunteer and the client is viewed as an adjunct to therapy. The essence of the Compeer model is that trained volunteers can enhance the quality of life of the clients and can help them achieve their maximum level of functioning. The originators of the program write that Compeer offers the "simple premise of friendship in the complex field of mental health" (Skirboll & Pavelsky, 1984, p. 939) .
It is our contention that trie Buddy Program, which we have modeled after the Compeer approach, can be adapted successfully for use in nursing homes. Thus, we wished to examine whether nonstaff membersnamely nondemented residents, persons who are peers of the demented person-can contribute an added source of care and affection toward the demented residents, with possible mollifying effects. Numerous writers have pointed to the importance of emotional relatedness in dementia patients. For example, Mace and Rabins (1991) observe, "A dementing illness does not suddenly end a person's capacity to experience love or joy. . ." (p. 208). Burnside (1988) describes the "numerous friendships" among demented persons in which they "appear to find warmth and comfort in their close alliance" (p. 45).
Another rationale for this program came from our daily observations in nursing homes nondemented residents' anger and annoyance toward the unwitting demented residents. Kane and Caplan (1990) note, Lumping strangers together to socialize (as in the nursing home setting) rarely leads to social tranquility. The cases . . . demonstrate some of the common complexities that emerge from the swirl of people and their expectations in these settings. For a wide variety of reasons, residents often do not like being in close daily proximity with each other, and their behavior and expectations frequently conflict with the institution's rules and the staff's tolerance, (p. 24) We hypothesized that the Buddy Program could potentially enhance the sense of understanding and tolerance among the nondemented residents, and consequently, improve the overall nursing home environment. Moreover, it might be possible to effect a change in the morale of the nursing staff members at the participating homes as they become involved in the study through observation. Lastly, the success of the Buddy Program in nursing homes would be extremely important due to the model's ease of adaptability to virtually all types of nursing homes and its potential for improving well-being and nursing home morale with little additional economic cost. Therefore, our evaluation addressed the following three questions: 
Methods

Overview of Procedures
Our goal was to provide educational sessions about dementia to nondemented nursing home residents who would then serve as "buddies" for demented residents. There were matched-control groups for both buddies and buddy recipients. The control groups received no training or partners. Using a variety of assessment measures, we examined tne effects of the intervention program on emotional and behavioral well-being, cognition, morale, and environmental satisfaction at baseline (at time of selection into program for buddies and at time of pairing for patients), 3 months, and 6 months. We also examined the effects of the intervention on staff by asking nursing assistants to complete a measure about stressful situations in nursing homes. Nursing assistants were selected because, of all staff, they are the most responsible for day-to-day care. At the study's completion, we produced a manual describing the Buddy Program.
Sample
The study was conducted in three nursing homes located in Brooklyn, New York (two smaller-size homes and one larger one). The number of residents in each home was 63, 123, and 538, respectively. Within each nursing home, residents who indicated a willingness to participate in the study were selected using the Mini-Mental State Exam (MMSE; Folstein, Folstein, & McHugh, 1975) . Residents who scored below 24 on the MMSE were considered as potential dementia participants. However, we excluded those residents who were in Stage 7 of the Global Deterioration Scale (CDS; Reisberg, Ferris, deLeon, & Crook, 1982) , that is, residents whose memory impairment or verbal abilities precluded their ability to participate meaningfully in the activities. Residents who scored 24 or higher on the MMSE were considered as potential buddies. However, they were excluded if they had physical symptoms sucn as poor hearing or vision, dysarthria, and severe ambulatory difficulties, or mental symptoms such as being disorganized or very paranoia, which might appreciably impair their ability to serve as buddies.
A total of 42 dementia patients were selected as experimental participants and 31 additional dementia patients served as controls. A total of 47 nondemented buddies were selected, with 11 nondemented persons serving as buddy controls. We had difficulty recruiting nondemented participants and controls due to the low percentage of residents who were willing to participate ana who met our inclusion criteria. All participants were asked to sign a consent form. If the participant was cognitively incapable of understanding the nature of the study, its procedures, and the risks and benefits, then the next of kin was asked to consent.
A description of the four groups of dementia patients (participants/controls) and buddies (participants/ controls) is provided in Table 1 . Among the dementia patients, there were no significant differences between participants and controls in any sociodemographic variables, time in nursing home, health status, use of psychotropic medications, or stage of dementia. Among the nondemented patients, there were no differences between groups in any of these variables except for the number of physical disorders, in which the control group scored significantly higher than the participants. However, the number of physical disorders was not significantly associated with any of the dependent measures described in the data analysis section.
Participant buddies received eight one-hour educational sessions about dementia (see Table 2 ). The educational sessions were conducted by two recreational therapists in each nursing home (one home used a social worker) employing a curriculum that was developed by SUNY Health Science Center at Brooklyn (HSCB). These educators met three times with staff from SUNY HSCB to review and learn the curriculum. The residents were tested weekly to determine whether they had learned the material. Eventually all participants attained scores above the desired passing score of 70%, giving evidence that the material had been grasped. In addition, residents were given brief written assignments following the sessions. The assignments were taken quite seriously; participants who were physically unable to write frequently sought out a staff member or volunteer to write down their responses. The course instructors unanimously felt that participants enjoyed and had a very positive attitude about the educational program.
All but four residents who entered the education program satisfactorily completed the eight sessions and agreed to continue on as buddies. Of the four 1. Overview of dementia disorders 2. Behavioral changes caused by dementia 3. How to improve communications with dementia patients 4. Behavioral management of dementia 5. Improving interaction with dementia patients 6. Environmental influences on behavioral disturbances 7. Strengths and weaknesses of dementia residents 8. Being a buddy: Common activities 9. Follow-up and supervision dropouts, three became too physically ill to continue ana one returned to her own home. In two of the nursing homes, one 8-week educational program was conducted, whereas two programs were offered in the third home because of the larger number of participants. Following the educational sessions, the nondemented residents in each nursing home who had completed the educational program met to discuss the Buddy Program. At this meeting, the presenters described the Buddy Program and demonstrated how it works. The program emphasized social interaction encounters between volunteer nondemented residents and eligible demented residents. Buddies were encouraged to meet with their demented partners at least three times per week for 6 months. The meetings could take place wherever the nondemented resident wished to meet with his or her buddy. The meetings could be as brief or as long as the nondemented resident felt comfortable or the attention span of the demented resident lasted, although buddies were encouraged to spend at least 30 minutes with their partners each time. If the nondemented resident wished, a game would be provided (e.g., checkers), or a picture book could be read or music played in 
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The Gerontologist order to stimulate communication and conversation. At least one of the weekly meetings involved a group session in which buddies and their partners would pair up. Due to dropouts from both dementia and nondementia groups, which necessitated a replacement partner, there was not an equal number of persons in the final sample of each group. Moreover, when participants were without partners, they were still allowed to attend the weekly group session. Finally, 36 nursing assistants were recruited to complete the Nursing Stress Scale; 31 and 23 staff members completed the scale at 3-month and 6-month follow-ups, respectively. Mini-Mental State Exam (MMSE; Folstein et al., 1975) : An 11-item instrument widely used to measure cognitive dysfunction. Scores can range from 0 to 30 (no impairment). Its internal reliability (alpha) in this study was .62.
Measures
Global Deterioration Scale (GDS; Reisberg et al., 1982) : The GDS is a 7-point rating instrument for the staging of the magnitude of cognitive and functional capacity. Scores can range from 1 to 7 (severe dementia).
Cornell Depression Scale for Dementia (CS; Alexopoulous, Abrams, Young, & Shamoian, 1988): The CS consists of 19 items that are designed to distinguish the symptoms associated with dementia from those of depression. It is administered to both the patient and an informant. Symptom items are rated as follows: 0 = absent; 1 = mild or intermittent; 2 = severe. Scores can range from 0 to 38 (most depressed). Its internal reliability in this study was .71.
Cohen-Mansfield Agitation Inventory-Modified
(CMAI; Cohen-Mansfield, Marx, & Rosenthal, 1989) : The CMAI consists of 29 items that assesses four symptom clusters: aggressive behavior (which basically seems to tap nonverbal anger), physically nonaggressive behavior (largely self-stimulating and inappropriate behavior), verbally agitated behavior (largely verbal expressions of anger), and hiding/hoarding behavior. Items are scored from president never manifests the behavior) to 7 (resident manifests behavior several times per hour during the 8-hour day shift). Total scores can range from 29 to 203. Its internal reliability in this study was .78.
BEHAVE-AD (Reisberg et al., 1987) : BEHAVE-AD consists of 25-items that includes various types of delusions and hallucinations commonly founa in persons with dementia. The instrument also includes items on affectivity and behavioral disturbances. It can be completed by informants in conjunction with clinical assessment. Scores can range from 0 to 75 (most severe). Its internal reliability in this study was .66.
Functional Assessment Staging (FAST; Reisberg, Ferris, & Franssen, 1985) : The FAST is a 16-stage scale that examines the level of functional performance of persons with dementia. Items include ability to handle complex tasks, ability to put on clothing, ability to toilet, and ability to speak. Scores can range from 1 (no difficulties) to 16 (unable to hold head up). (Lawton, 1972) : A 22-item measure that assesses feelings of wellbeing. Items are dichotomized into yes/no responses. Its internal reliability in this study was .64.
Philadelphia Geriatric Center Morale Scale
Activities of Daily Living (ADLs): Eight items derived from the Minimum Data Set (MDS) that deal with impairments in basic activities of daily living. It is scaled 0 to 4 for increasing severity. Scores can range from 0 to 32 (severe disability). Its internal reliability in this study was .95.
Number of Physical Disorders: The summed total of 17 items derived from the diseases section of MDS+. Items included various diseases, hypertension, peripheral vascular disease, neurological disorders, diabetes, hypothyroidism, cancer, and preliminary disorders.
Environmental Satisfaction Scale: In order to assess specific changes in resident and staff perceptions of nursing home atmosphere after the buddy system was initiated, we developed an instrument that synthesized items from other measures that have been used to assess institutional environments (e.g., Kane & Kane, 1981; McCaffree & Harkins, 1976; Pincus, 1968) . Thus, employing Kane and Kane's (1981) approach we used true-false statements (phrased either "mostly true," "mostly false," or "sometimes true," "sometimes false") to address items in the four broad categories: conflict (e.g., "Residents complain a lot," "Residents are easy to get along with"); environment (e.g., "The amount of noise bothers me," "I am able to have quiet"); staff-resident interaction (e.g., "The staff give enough attention to residents," "The staff have a good attitude toward residents"); overall satisfaction (e.g., "I like living here," "I would like to move out"). Its internal reliability in this study was .70.
Nursing Stress Scale (Gray-Toft & Anderson, 1981): A 22-item scale administered to staff that describes various potentially stressful situations in nursing homes. Items are rated on a scale ranging from 0 (never) to 3 (very frequently). Its internal reliability in this study was .81.
There were three raters who had bachelor's degrees or higher with at least some background in psychology. All interviewers were blind to whether the respondent was in the participant or control group. Interviewers received extensive training using mock interviews and videotapes. Interrater reliability ranged from .89-.96 on the various scales.
Data Analysis
The dependent variables for this study were score on Cornell Depression Scale for Dementia (CS); score on Cohen-Mansfield Agitation Index (CMAI); total score on BEHAVE-AD; score on the Functional Assessment Staging (FAST); score on the Mini-Mental State Exam (MMSE); score on the PGC Morale; versus score on the Nursing Home Satisfaction Scale. The independent variables were intervention control groups for both nondementia and dementia samples.
Participant and control dementia patients were compared using repeated measures analysis of variance. For four of the seven outcome measures, all assumptions of normality, homoscedasticity, compound
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symmetry, and Box's Test of Equality of Covariance Matrices were met. However, for three of seven outcome measures (i.e., CS, BEHAVE-AD, MMSE), despite transformations for two of these measures-i.e., square-root and square transformation were used for the BEHAVE-AD and MMSE variables, respectivelyand elimination of outliers (5 cases were omitted for the BEHAVE-AD variable), most but not all assumptions were fulfilled. Box's Test and compound symmetry were met for all variables; equality and normality were met in some instances. Therefore, to confirm our repeated measures analyses, we also conducted nonparametric analyses using the Mann-Whitney U test for between-group comparisons and the Wilcoxon Matched-Pairs Signed-Rank Test for within-group comparisons.
Because of the small sample size of the nondementia sample, especially the control group, it was not possible to meet the various assumptions of the repeated measures analysis of variance. Therefore, only nonparametric comparisons were used.
A Wilcoxan Signed Rank Test was used to assess nursing assistants' ratings on the Nursing Stress Scale during the course of the study.
Results
Of the initial 47 nondemented patients (buddies) and 42 persons with dementia who began the intervention program, 36 {77%) buddies and 33 (79%) dementia patients completed the study. Thus, nearly four fifths of persons who began the intervention program remained active for the full 6 months. In the control group, among the 11 nondemented residents and 31 dementia patients who were interviewed at baseline, 8 (72%) nondemented residents and 27 (87%) dementia patients completed the study. Hence, 83% of controls were available for 6-month follow-up assessments. We found no significant differences between dementia patient completers and noncompleters nor between nondemented patient completers and noncompleters on any of the sociodemographic, health, or clinical outcome measures.
As can be seen in Table 3 , among those dementia patients who completed the study, there was a significant difference between participants and controls in depressive symptoms as measured by the CS and in satisfaction with the environment as measured by the Nursing Home Satisfaction Scale; i.e., participants showed more depression and less satisfaction with the nursing homes. There were no significant differences between groups on any of the other measures. Nonparametric tests produced similar results and are therefore not shown. Of note, on further examination, the significant group differences on the CS and the Nursing Home Satisfaction Scale arose between baseline and 3 months, then there was stability of the scores between 3 and 6 months, although the baseline-6 month differences continued to remain significant for the Nursing Home Satisfaction Scale. Note: Mann-Whitney U Tests revealed no significant differences between Intervention and Control Groups on any of the outcome variables at any of the time points. IG = intervention group; CG = control group. *p < .05; **p < .001.
In contrasting the participating buddies with controls, there were no significant differences between groups at baseline, 3 months, or 6 months (Table 4) . However, in looking at within-group differences, participating buddies snowed significantly more depressive symptoms on the CS and lower MMSE scores at 6 months than at baseline, and increases in scores on the BEHAVE-AD nearly approached significance (p = .056). On the other hand, they showed significantly better functioning on the FAST at 6 months than at baseline. Here again, symptom worsening occurred primarily in the first 3 months and then showed no significant changes, whereas significant improvement in functioning on the FAST occurred between 3 and 6 months.
Finally, in looking at changes in the nursing home environment, nursing assistants reported no significant differences in the level of stressful situations during the course of the study (Table 5) . We also conducted a subanalysis and found there were no significant differences in changes in the Nursing Stress Scale scores among the three nursing homes.
Discussion
The aim of the study was to determine whether the natural helping network model used in the community treatment of elderly and mentally ill persons could be successfully adapted to nursing home settings. A structured educational curriculum and 6-month intervention program were developed to assess whether pairing a nondemented resident (a "buddy") with a resident having dementia could enhance well-being. With respect to whether the Buddy Program could improve the emotional, cognitive, or behavioral wellbeing of persons with dementia, the data did not support this contention. In fact, we found that participants showed significantly more depressive symptoms during the course of the study, especially during the initial 3 months. Second, with respect to the program's effect on nondemented persons, there were no significant differences between the experimental and control groups on any of the measures. Moreover, at 6 months, the participants had significantly more depressive symptoms and cognitive impairment and a near significant increase in behavioral symptoms from their baseline levels. Only with respect to functional performance was there significant improvement from baseline.
Third, with respect to the nursing home environment, we found that participating dementia patients reported significantly more dissatisfaction with their nursing homes than the control group. Participating buddies reported no differences from controls, and nursing staff reported no diminution in stressful situations over the course of the study.
Thus, our findings indicate that the Buddy Program had little impact on residents with dementia, nondemented residents, or nursing staff. In fact, there is evidence that for several measures there may have been a worsening of symptoms for participants, especially during the initial 3 months of the project. In attempting to account for these findings, we first examined whether the study was properly implemented. Indeed, it was necessary to modify the original intervention design after about a month because buddies were not meeting regularly with their partners outside of the group meeting. Therefore, they only met formally for one hour per week, although informal contact sometimes occurred during the week. Thus, the original design called for at least three 30-minute meetings per week whereas the actual study had one 60-minute meeting, or a 33% reduction in the anticipated time spent together. Perhaps, a more time-intensive program might have yielded more positive results. On the other hand, the reduction in time was caused by the physical inability of many of the patients to meet regularly and the lack of staff to assist in transporting patients more frequently. Thus, the logistics of achieving a more intensive program may be beyond the capabilities of most nursing homes.
Another concern was whether a transfer of all patients at one of the small nursing homes to a new facility adjacent to the old building might have confounded the results. However, the results were similar when we eliminated participants and controls who resided at this home.
A third issue is whether the samples were sufficiently large to detect interactive effects. Using repeated measure analysis, the dementia patient sample was large enough to detect small to medium effect sizes (Cohen, 1977) . In comparing the nondemented groups, because the small size of the control group frequently violated many of the assumptions of analysis of variance, we were compelled to use nonparametric tests. Thus, power was not high on these bivariate comparisons. However, if we look only at within group differences-for which the buddy sample is sufficiently large to detect a medium effect size-we find a significant worsening on several measures for the buddy participants.
A fourth possibility was that there were covariates that might have been confounding the results. However, we found no demographic, health, or cognitive variables that could distinguish experimental and control patients with dementia. Likewise, there were no differences in nondementia groups except for their health score, and this variable did not correlate significantly with any of the outcome measures.
The worsening of some outcome measures, particularly depressive symptoms, among both buddies and dementia patients in the intervention group, raises the possibility that the pairings of such individuals have unintended consequences. For example, were buddies too demanding or did they overstimulate the dementia patients so that they felt inept or overwhelmed? Conversely, did the buddies' increased interaction with dementia patients engender greater concerns about becoming demented or impaired themselves, or did they become frustrated because the dementia patients did not improve appreciably? Also, it is possible that the training sessions contributed to the increased depressive symptoms among the buddies? Perhaps, that in trying to obtain a passing grade, the buddies became more cognizant of abilities that they had lost. Indeed, the largest increase in depressive symptoms among buddies occurred during the first 3 months, which included the 8-week training session. On the other hand, there was no significant change in their morale. Moreover, all participants attained the desired passing scores, and the instructors felt that the sessions were wellreceived and seemed to enhance self-esteem.
Finally, although the aggregate data did not support the use of the Buddy Program, anecdotally we noted individual instances in which the intervention seemingly enhanced well-being. For example, a 96-year-old woman who had complained bitterly about another resident's behavior at the dining table, suddenly changed her mind about switching tables. She said that after attending the educational sessions she now understood about the behavior of such persons and how to cope with it. Staff educators also reported that many persons seemed to have an enhanced sense of self-worth after attending the educational component; however our measures did not detect such changes on 3-and 6-month follow-up. Although our assessment included instruments with well-established psychometric properties that likewise attained satisfactory reliability in this study, it is possible that the measures were not sufficiently sensitive to the positive impact that the program may have had on participants.
Although the results must be interpreted cautiously because they are limited to a fairly small sample of patients within three nursing homes, the data suggest that community-based natural helping network models may not be imported easily into nursing home settings.
